*Dear Editor*,

The interest of one of the most famous investigators in the world about left ventricular noncompaction (LVNC) in our article ([@A1839REF1], [@A1839REF2]) is a great honor and very much appreciated. In that article, we proposed a new method for echocardiographic diagnosis of LVNC. This method is in fact based on the magnetic resonance imaging (MRI) diagnosis of LVNC which measures the percentage of noncompacted myocardium to the whole left ventricular muscle mass ([@A1839REF3]).

Our article is just introduction of a new method. We believe that it should be evaluated on more cases, not only in children but also in adults. We work in a pediatric center with no adult patients and limited number of LVNC cases. Although we extended the time period, we collected only 4 cases of LVNC meanwhile. This number is too low for assessing any probable effect of sex, age, or ethnicity. The threshold value of 17% was based on this number of patients. This needs to be reevaluated on a larger cohort of patients to reach a reliable value with acceptable sensitivity and specificity. However, it is very near to the MRI threshold of 20%, could diagnose all 4 cases of LVNC and rule out all 26 cases of dilated cardiomyopathy except 2 (less than 8% of false positive cases).

All measurements and echocardiographic examinations were performed by one coauthor and no interobserver variability was evaluated. Limited intraobserver variability was controlled at the beginning of the study, yielding acceptable results. The echocardiographer used his maximal effort not including papillary muscles, bands, and chordae tendineae in the noncompacted area. However, sometimes it was very hard to distinguish them.

Unfortunately, the image in the article is not of sufficient clarity to show all details. Using an echocardiogram with acceptable 2-dimensional resolution, it is possible to distinguish ventricular cavity, compacted and noncompacted myocardium. In some patients, transthoracic echocardiogram yields suboptimal images. We excluded some patients with suboptimal echocardiogram from the study.

Although LVNC is most pronounced in the apical area of LV, it can be found in the other areas as well. Thinner myocardium of the cardiac base made the percentage at this level not much lower than in the cardiac apex.

Echocardiographies were done using a 4 - 8 Hz P10 transducer from SonoSite MicoMaxx®. We tried to capture true short axis views perpendicular to the cardiac axis. However, in some patients we angulated our transducer to obtain a clear view for the measurements. Pulmonary hyperaeration in the patients with decreased cardiac function was a contributing factor.

We had no intraoperative biopsy or postmortem autopsy examination. All of our patients were diagnosed after the neonatal period and had no prior normal echocardiographic examination. We have not noted endocardial fibrosis in any of our patients. Neurologic examination was not part of our study, but we will examine our patients for neuromuscular disease regarding its high prevalence in LVNC patients ([@A1839REF4]).

We have only compared our criteria with that of Jenni et al. ([@A1839REF5]). It is advisable to compare it with the other echocardiographic criteria and especially with MRI findings. Unfortunately, cardiac MRI for children was not available to us when launching this study.

Lastly, we tried to introduce a new echocardiographic method for the diagnosis of LVNC based on the known MRI criteria. We recognized our limitations in the number of patients and quality of the echocardiograms. However, if the authors or other investigators interested in this disease accept the logical basis of our proposed criteria, we invite them to use, refine, and investigate it on their patients.
